Behaviour problems are particularly common among severely and profoundly mentally retarded patients, but there have been few attempts to introduce concepts of psychiatric diagnosis into this field. This is perhaps understandable since these behaviour problems can equally well be viewed through developmental, sociological or behavioural perspectives. Moreover, whereas there is now some consensus of opinion that our recognized psychiatric diagnostic categories of functional and organic psychoses are applicable in the field of mild and moderate mental retardation (Heaton-Ward 1977 , Reid 1972 , this is less so in the case of more severely retarded patients. It is nevertheless important to develop appropriate psychiatric diagnostic concepts for these patients, since there are serious limitations to treatment approaches based exclusively on developmental, sociological or behavioural perspectives, just as there are limitations to treatment approaches based exclusively on psychiatric insights.
The phenomenon of stereotypic behaviour can be used to illustrate these points. Stereotypy is a very common phenomenon amongst severely subnormal patients. It can be viewed as a developmental phenomenon and akin to hand and finger regard in small babies. It can be seen as an institutional phenomenon related to boredom. It can be related to severe sensory deficits such as blindness. It can be imitative or anticipatory, pleasurable or related to excitement. It can have a communicative function. Complex and absorbing stereotypies, in a setting of social and emotional withdrawal, can be a prominent diagnostic feature in the syndrome of early childhood autism. These different perspectives each have different, although complementary, treatment implications: each can shed some -light on the problem but none are universally explanatory. For example, where stereotypic behaviour is related to boredom, clearlystructured and stimulating activity can produce marked improvement; but where intense stereotypic behaviour is part of the syndrome of early childhood autism, over-stimulation can actually serve to increase the phenomenon. Similar considerations apply in respect of self injury. Self injury I Based on paper read to Section of Psychiatry, 11 March 1980 0141-0768/80/090607-03/$01.00/0 is also a very common e e severely and profoundly reta in p to 20% of such patients in hosp est it (Ballinger 1971) . It can be regarded as a form of self-stimulatory behaviour, related to'arousal controlling mechanisms, reinforced by attention and used by the patient as a means of manipulating social relationships (Corbett 1975) . It can be a particular problem in patients with early childhood autism and it may rarely accompany states of severe depression. Finally, for more than 100 years, astute observers from Esquirol onwards have commented on the relative insensitivity to pain of some severely retarded patients who injure themselves, and it may be that recent endorphin research might reveal a neurophysiological basis for this behaviour. No single perspective does, therefore, provide a satisfactory explanatory framework, and an item of behaviour has to be seen in the context of the whole person and in relation to other behavioural phenomena.
A further reason for attempting to develop concepts ofpsychiatric diagnosis in this field arises from the availability of potent psychopharmacological agents which are already widely used although frequently on an empirical basis. The making of a psychiatric diagnosis has treatment implications and if acceptable psychiatric diagnostic categories can be established then it becomes possible to prescribe, or withhold, drugs on a more rational basis. Moreover, a psychiatric diagnosis should convey some knowledge of the natural history of a behavioural syndrome with the result that the efficacy of any particular treatment approach can be evaluated.
A final reason for attempting to introduce concepts of psychiatric diagnosis into this field lies in the wealth of information that is to be obtained from relating behavioural syndromes to brain pathology. This is an area of immense potential research and treatment significance, particularly in the field of severe mental subnormality in which nearly all of the patients do, anyway, have significant structural brain abnormality (Crome & Stern 1972) , and up to half of those in hospital may have epilepsy.
A survey of behavioural patterns in a severely and profoundly mentally retarded hospitalized adult population was, therefore, carried out, using a cluster analysis methodology (Reid, Ballinger & Heather 1978) . The following psychiatric diagnostic framework is based partly on that study and partly on data derived from other relevant published research in the field. In putting forward this framework the author has attempted to relate childhood to adult behavioural patterns.
Early childhood autism Autism is a condition with an onset before 30 months ofage in which there is a disorder involving an autistic type failure to develop interpersonal relationships, a delay in speech and language development and ritualistic and compulsive phenomena (Rutter 1970) . Resistance to change, social isolation, language abnormalities, strange preoccupations and attachments, ritualistic and compulsive phenomena, all tend to persist. Some patients show progressive intellectual decline and develop epilepsy as they grow up. Many autistic patients are mentally retarded and are eventually admitted to mental subnormality hospitals. In their study, Reid, Ballinger & Heather (1978) identified a group of patients who showed severe and persistent stereotypic and ritualistic behaviour, along with social withdrawal and absent or distorted language, well into adult life. Some of the more marked behaviour problems such as restlessness, agressiveness and self injury had tended to fade with time. This group overlapped with other groups in whom stereotypic behaviour was prominent but could not be seen in the context of psychosis or early childhood autism, and another group in whom there was the phenomenon of very active social withdrawal in the presence of very little stereotypic behaviour. The impression was therefore of a spectrum of autistic disorders ranging from a few patients with a nuclear syndrome, to a larger group with autistic features. This behavioural pattern seemed unusually rare in mongols.
Childhood disintegrative psychosis
Occasionally in a child of previously normal intelligence a disintegrating process can be associated with a progressive neurological disorder leading to a state of severe mental retardation. In essence this constitutes a childhood dementia. The life expectation of such children is usually brief but survival into adult life can occur (Barker 1976) .
Hyperkinetic syndrome
The term hyperkinetic syndrome applies to a severe behaviour disorder in which gross overactivity, distractability, short attention span, impulsiveness and disinhibition are the cardinal features (Rutter 1971) . It is more common in boys than girls and in its severe form is particularly associated with epilepsy, brain damage and mental deficiency. Ounsted et al. (1966) have linked the hyperkinetic syndrome more specifically with temporal lobe dysfunction. One of the problems in attempting to study the natural history ofchildhood hyperkinetic syndromes is the difficulty in defining and quantifying overactivity (Sandberg et al. 1978) . Given this problem, it is traditionally said that hyperkinesis tends to diminish in later childhood to be replaced by inert underactivity in adolescence and adult life. Cantwell (1977) has drawn attention to the fact that though the symptom of hyperactivity may diminish with age, the prognosis remains poor and the outcome variable, with both retrospective and prospective studies tending to indicate that antisocial behaviour and psychotic disturbances remain prevalent in grown up hyperkinetic children. Reid, Ballinger & Heather (1978) confirmed this great variability of outcome for childhood hyperkinetic syndromes among the severely retarded. Some of the patients in their survey had become slow and lethargic adults whereas others had settled down to a more normal level of activity. In some patients hyperkinesis had waned and the main persisting problem was aggressiveness. In a few cases severe hyperkinesis had persisted well into adult life and posed major management problems. In some of these persistent hyperkinetic states there was a tendency for the degree of overactivity to fluctuate. In a few patients hyperkinesis was accompanied by elevation ofmood and features suggestive of a chronic manic syndrome, although with onset in childhood. Reid, Ballinger & Heather (1978) also identified a small group of patients who showed a multiplicity of behaviour problems, including feeding disorder, irritability, stereotypy, stripping, self injury, overactivity and noisiness. Usually this behavioural pattern had become established in childhood and thereafter proved unusually persistent and resistive to treatment approaches. Most of these patients tended to have severe mental retardation of unknown aetiology and there were certainly no mongols among them. It seemed that their behaviour might be related to brain damage or dysfunction affecting the limbic areas of the brain and resulting in total lack of social and emotional control. Interestingly enough, one of the patients described in this study had an associated disturbance of body temperature.
Multiple behaviour problems
Personality and neurotic problems, behavioural quirks and eccentricities Amongst the severely retarded there are an enormous number of child and adult patients with personality problems, behavioural quirks and eccentricities, not necessarily amounting to psychiatric disorder and not fitting into any obvious diagnostic category; for example, jealousy, obstinacy, stubbornness, negativism, attention seeking and wilful misbehaviour, abnormal shyness or withdrawal, impatience, inappropriate sexual activity, unnecessarily combative behaviour, to name but a few. Very often these problems can be destructive and persistent in the context of the family circle and frequently they become inextricably entwined with family psychodynamics. Parents and relatives may then be quite incapable of changing the manner of those interpersonal and family relationships which are generating the difficulties despite careful advice on behavioural handling and psychodynamic aspects. Sometimes these problems subside or cease to distress on admission to a residential milieu, be it in the health, education or social work sectors. This aspect of personality and interpersonal relationships is probably one of the most important and least considered aspects of the psychiatry of severe and profound mental handicap.
Affective psychosis
Affective disorders can occur in severely subnormal adult patients, but diagnosis can be difficult and may need to be based on a prolonged study of behaviour, weight and sleep patterns by observers who know the patient well, supplemented by a knowledge of mental illness patterns in a family (Reid 1972) . The presence of severe mental retardation sometimes seems to contribute towards an early presentation ofthe psychosis, even in later childhood or adolescence. Sometimes states of severe depression are encountered in the setting of another psychotic illness such as early childhood autism (Wing & Wing 1976) . Occasionally patients may show regular alternating hyperkinetic/ hypokinetic states, with associated changes in mood (Reid & Naylor 1976) . A case could be made out for classifying such patients as suffering from periodic catatonia.
Schizophrenic psychosis
Schizophrenic and paranoid psychosis cannot be diagnosed in patients with an IQ much below the upper end of the moderate range of mental retardation (Reid 1976) . A schizophrenic or paranoid psychosis may produce an apparent drop in the level of intellectual functioning as assessed on intelligence testing, but the premorbid level of intelligence is a more accurate indication of the patient's intellectual potential. Isolated symptoms such as catalepsy in the absence of other schizophrenic symptomatology are sometimes seen but their significance is unknown.
Psychoses ofsenescence
The psychoses of senescence, such as senile, presenile and vascular dementias, do occur and can be verified at autopsy in some severely retarded patients although the diagnosis is difficult and relies on an accurate knowledge of the premorbid level of intellectual functioning and self care skills.
There is evidence that an Alzheimer type dementia is almost universal in mongols over the age of 35 (Sylvester 1974) , and the condition can be diagnosed clinically in life in a substantial number of these cases (Reid, Maloney & Aungle 1978) . The syndrome does not seem to be specific to any one of the several chromosomal abnormalities giving rise to mongolism and it has been reported in both trisomic and translocation mongols.
Further research is needed to establish diagnostic categories in the field of severe and profound mental retardation, and to establish whether there are any other associations between cause of mental retardation and psychiatric diagnosis beyond those discussed. The categories referred to here do, however, provide a framework for discussion and further research into the natural history of behavioural patterns in severely and profoundly retarded patients, the relationship of such behavioural patterns to brain pathology, and the efficacy of treatment.
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